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2.5 cc. Hypertussis is the Specific 
in the treatment of whooping cough... 


Cutter/2.5 cc. Hypertussis, a crystal-clear homolo- 
gous protein, contains the gamma globulin equiva- 
lent of 25 cc. of human hyper-immune serum. This 
specific anti-pertussis fraction is concentrated 10- 
fold to obviate the pain and inconvenience associ- 
ated with massive dosage—giving you the advantage 
of “a thimble full of dosage for a handful of baby.” 


2.5 ec. Hypertussis can be used concurrently with 
antibiotics which are often indicated primarily for 
secondary infections. Because 2.5 cc. Hypertussis is 
concentrated from human venous blood, allergic re- 
actions are rare. 

2.5 ec. Hypertussis is supplied in 2.5 cc. (one dose) 
vials, ready for immediate intramuscular injection. 


For whooping cough treatment or passive prevention 
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Children find Mulcin so delicious that they‘re 


Each teaspoon of Mulcin 

supplies: 
Vitamin A 
Vitamin D 

Recommended Daily Allowances have been established. Ascorbic acid 
Th amine 
Tempting Mulcin has all the rich flavor and aroma Riboflavin 

Niacinamide 

of real orange juice. There’s no need to coax even finicky ind auuee 


always eager for more. Good-tasting Mulcin supplies 


well balanced amounts of all vitamins for which 


16 ounce 


children to take Mulcin. Free-flowing, easy-to-pour Mulcin 
does not separate and requires no shaking. For infants, 
Mulcin mixes easily with formulas or other foods. 
With Mulcin, refrigeration is unnecessary. Specially safeguarded 


stability assures the full potency you prescribe. 
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the orange-flavored multivitamin liquid 
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To supply vitamins 
essential to development 
of normal bones, muscles, tissues, teeth, 
in milk dispersible form without the 
likelihood of producing allergic reactions: 


Drisdol and Drisdol with A are con- 
venient and pleasant to administer 
to infants and children. They diffuse 
completely in milk...do not impair 
its flavor...do not separate, float or 
adhere to bottle or glass...may be 
given in other liquid or solid foods. 
Since they are pure synthetic vitamins, 
they are not likely to produce allergic 
reactions. 


DRISDOL, bottles of 5, 10 and 50 cc. 
DRISDOL with Vitamin A, bottles of 10 and 50 cc. 


WINTHROP-STEARNS INC, 
New York 18, N. ¥. « Windsor, Ont. 


Drisdol, trademork reg. U.S. Pat. OFf, 


DRISDOL” 


IN PROPYLENE GLYCOL 


DRISDOL 


WITH SYNTHETIC VITAMIN a 

DISPERSIBLE 
10,000 units of synthetic vitamin Da, 50,000 units 
D2 
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ers will not be responsible for views ex- 
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be clear and distinct: drawings must be in 
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COPYRIGHT. — Original communications 
appearing in this journal are protected by 
copyright and can not be reproduced, either 
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New MEAD product 


Kiguid w 
Sobee 


MIC 


important to physicians 


who feed infants 


Now...a nutritionally superior hypoallergenic formula 


LIQUID SOBEE 


THE HYPOAL 


This is the control panel of Mead's newly 
developed processing equipment for Liquid 
Sobee making possible a hypoallergenic 


formula with outstanding advantages. 


LERGENIC SOYA FORMULA FOR INFANTS 


More than five years of research and clinical testing have resulted in 

the development of Liquid Sobee—another outstanding contribution to infant 
nutrition made by Mead Johnson & Company. Liquid Sobee™ is a nutritionally 
well balanced soya formula for routine use at the slightest suspicion of 

the infant's sensitivity to animal protein. Because it is exceptionally well tolerated, 
Liquid Sobee is also of great value in colic caused by allergies. Liquid Sobee 
does not produce the diarrhea often associated with the usual ‘milk substitutes.” 


Nutritionally superior...for better growth 


Liquid Sobee is far more than a mere substitute for cow's milk. It is a well 
balanced formula to which nothing but water need be added. Liquid Sobee 
provides generous protein, balanced amounts of carbohydrate and easily 
metabolized fat. The caloric distribution is based on the authoritatively 
recommended standards for infant formulas. 


Careful laboratory evaluation studies demonstrate that Liquid Sobee provides 
decidedly better growth rates than the usual ‘milk substitutes.” Mead’s 
new and dramatically different processing methods prevent the usual destruction 
of certain important amino acids and vitamins. 


Physically superior...tastes good...does not separate 


Mead's new processing methods provide physical advantages, too. In contrast 
to the usual “milk substitutes,” Liquid Sobee tastes good, has no unpleasant 
“burned” flavor, and its color is light and appetizing. Another feature is that 
Liquid Sobee does not separate and requires no shaking. 


Easy to prepare 


Liquid Sobee is convenience itself. One part Liquid Sobee to 1 part water make 
a hypoallergenic formula supplying 20 calories per fluid ounce. 


MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, vs. By 
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A gentle laxative modifier of milk. One or 
two tablespoonfuls in day’s formula —or 
in water for breast fed babies — produce 
marked change in stool. Send for samples. 


BORCHERDT MALT EXTRACT CO. 
217 N. Wolcott Ave. Chicago 12, Ill. 


CIVES EXCELLENT RESULTS 


Cuts short the period of illness and relieves the 
distressing spasmodic cough. Also valuable in 
Bronchitis and Bronchial Asthma. 


In four-ounce original bottles. A teaspoonful every 
3 to 4 hours. 


Extensively Used in Pediatric Practice. 
GOLD PHARMACAL CO. NEW YORK CITY 
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NOW: for Adults and Children! 


PEDIATRIC 


First, under tongue for 
quick asthma relief 


from aludrine (Isopropyl arterenol) HCl in coating 


Then, swallow tablet for 
prolonged asthma control 


from theophylline, ephedrine, phenobarbital, contained in tablet core 


NEPHENALIN, the “relay-action’’ tablet combining two widely prescribed, 
complementary anti-asthmatics, is now available in two potencies: the familiar 
square, purple tablet for adults, and the smaller square, red tablet for children. 
Since a single NEPHENALIN tablet provides quick asthma relief, thereby often 
replacing the nebulizer, and since relief lasts about four hours, many asthmatic 
patients will find it the most convenient and efficient anti-asthmatic they 
have ever used. Bottles of 20 and 100 tablets. 


Thes. Leeming Co. Ine 155 East 44th St., New York 17 
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because it affects diaphragm 
and intercostals ... both! ... 


A.M.A, Council accepted. Salient among the many virtues of the Technicon- 


Huxley Respirator is the remarkable amplitude of 

Respiratory rate instantly 
ventilation it provides for a non-confining apparatus. 
aie : Yy > Because it affects the entire anterior torso, with pres- 


Applies positive or negative © sure brought to bear on both diaphragm and inter- 
pressures, or both. » costals, it achieves ventilating efficiency hitherto 


No chafing constricting Sele thought unattainable with a compact, light weight 


appliance. 
seals,’"”’ maximum patient 
comfort. That is why it has so completely captured the 


* imagination of those who have seen it working . . . 
No tie — oe 4 why, in the few short months since its introduction, 
5 Pon it is already being widely used. Word gets around 
dent supported on bed. fast when anything so badly needed so ably fills 


Covers anteriortorsoonly... the need! 
patient’s extremities freely 
accessible for nursing care or 


Instant changeover to man-_ 
val operation if power fails. 


Perhaps you haven't seen the Technicon-Huxley 
Respirator in actual operation. Our concise 
descriptive brochure is the next best thing. It's 
yours for the asking. Write 


CONITECH, LTD. 
215 East 149 Street, New York 51 
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WYBIOT 


BACITRACIN e NEOMYCIN e POLYMYXIN 


TROCHES 
FOR SORE THROAT 


Three antibiotics in potentiating action . .. WyBioTic Troches are formu- 
lated for wide-range bactericidal action with extraordinary freedom from 
sensitization and bacterial resistance. For non-febrile mouth and throat 
infections, both gram-negative and gram-positive. No danger of sensi- 
tizing the patient to antibiotics that may be needed systemically in later 
serious illness, nor of developing in him resistance to these antibiotics. 


EFFECTIVE....PALATABLE....SAFE 


Each Wypsiotic Trochecon- 
tains: Zinc Bacitracin, 300 
units; Neomycin Base (as 
Sulfate) 5 mg.; Polymyxin 
B Sulfate, 2000 units. Sus- 
pended in pleasantly fla- 
vored candy base. 


Supplied : Cans of 48 troches. 
*Trademark of related company 


Philadelphia 2, Pa, 
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NEW) addition 
to Liquid Lactum... 


POWDERED 


Lactum 


Powdered Lactum presents all of the outstandingly superior qualities 
inherent in Liquid Lactum in a form preferred by many physicians. 
Powdered Lactum is homogenized, pasteurized and then spray-dried to 
produce a powder that can be reliquefied quickly and smoothly. 


Lactum formulas: 


e provide a more than ample margin of 
protein for optimal growth and develop- 
ment—25% more than the National Re- 
search Council's Recommended Daily 
Allowance. 


e contain all the natural nutrients of 
whole milk in normal proportions. No 
natural fat is removed to be replaced 
with cheaner animal or vegetable fats. 
All vitamins and minerals are kept in the 
original amounts. And Lactum® formu- 


las provide twice the amount of vitamin 
Be as breast milk. 

e include sufficient added carbohydrate 
(Dextri-Maltose®) to spare protein and 
permit efficient fat metabolism—an added 
margin of safety for the infant. 

e are exceptionally easy to prepare... 
1 ounce of Liquid Lactum to 1 ounce of 
water, or 1 measure of Powdered Lactum 
to 2 ounces of water, make a formula 
supplying 20 calories per fluid ounce. 


Ideal as a formula for routine use, Powdered Lactum is also exceptionally use- 


ful for supplementary and complementary feedings. 


For optimal growth and development . . . for uncomplicated nutritional progress 


... specify Lactum, Liquid or Powdered. 


The nutritionally sound formula for infants 
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Lactum 
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MEAD JOHNSON & COMPANY EVANSVILLE, INDIANA, U.S.A, 
d a 
9 


Supplied: 
1.5 Gm. in silicone-treated, 
“draln-ivee” bottles. 250 mg. 
per teaspoontul (5 cc.). 

Miso: 

Tetracyn Tabiets (sagar ceated) 
250 mg., 100 mg., 50 mg. 
Tetracyn tutravencas 


Vials of 250 mg. and 500 mg, 
Butfered with ascorbic acid 
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CY I rand of tetracycline 


suspension 


newest dosage form of the newest 
broad-spectrum antibiotic 

for younger patients and all those @ 
who prefer flavorful medicine | 


chocolate flavor—all-time taste favorite 


wide antimicrobial range 


unexcelled tolerance 
high blood levels 
stable and soluble 


_in paints wih pneumonia, surgical infections, o 
tract infections. “oral administration . . . is followed by rapid clinical . 
Symptoms, including fever, largely cleared up within 24 to 48 hours."* = 
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on every count uperior 
vitamin supplements for infants 


Superior flavor Exceptionally pleasant “‘taste-tested” blend of flavors care- 

fully protected during manufacture ... no unpleasant after- 
taste... readily accepted without coaxing. 

Superior stability Outstanding stability is achieved by Mead’s specially 
developed solution. Poly-Vi-Sol and Tri-Vi-Sol require no 
refrigeration ... no expiration dates on labels—and may be 
safely autoclaved with the formula. 

Superior miscibility Both disperse instantly in formula, fruit juice or water... 

P e mix easily with Pablum® cereal and other foods. 

Superior convenience _ Light, free-flowing ... mo mixing necessary . . . calibrated 
droppers assure easy, accurate dosage. For infants, drop 
directly into the mouth. For children, measure into a spoon. 


Superior hypoallergenicity Poly-Vi-Sol® and Tri-Vi-Sol® supply crystalline vitamins 
in a completely hypoallergenic solution. 


Poly-Vi-Sol _Tri-Vi-Sol 


SIX ESSENTIAL VITAMINS FOR DROP DOSAGE VITAMINS A, D AND C FOR DROP DOSAGE 


POLY-VI-SOL 5000 1000 | 50 me 1 mg. | 0.8 mg iz mg 
Each 0.6 cc. supplies units | units | 


TRI-VI-SOL | $000 | 1000 | SOmg 
Each 0.6 cc. supplies units | units 


Available in 15 cc. and 50 cc. dropper bottles. 


a : 

MEAD JOHNSON & COMPANY « EVANSVILLE, INDIANA, MEAD) 

12 


DROPS—-KAPSEALS’ 


ABDEC Drops and ABDEC Kapseals provide your patients 
with important vitamins throughout their formative, ado- 
lescent,and adult years. Whether prescribed prophylac- 
tically or therapeutically, ABDEC assures comprehensive 
multivitamin supplementation. 


In each 0.6 cc. of ABDEC Drops: 
VitaminA ... . . . . 5,000units Vitamin B, (pyridoxine hydrochloride) 
VitaminD . . 1,000 units Pantothenic Acid (as the sodium salt) 
Vitamin B, (thiamine hydrochloride) . Img. Nicotinamide 
Vitamin B, (riboflavin) . . . . . . OAmg. Vitamin C (ascorbic acid) 


In each ABDEC Kapseal!: 
VitaminA ..... . «10,000 units Vitamin B,, (crystalline) . 


VitaminD . . . 1,000 units Pantothenic Acid (as the sodium n salt) 
Vitamin B, (thiamine hydrochloride) . . .Smg. Nicotinamide ‘ , 
Vitamin (riboflavin) . . . Smg. Vitamin C ( ascorbic ac id) 


Vitamin B, (pyridoxine hydrochloride) - 15mg. Mixed Tocopherols (vitamin E factors) 


i he'll never outgrow 
SE 
S — — ZZ 
SNS = = | 
be 
4 
4 
7 
4 
50 mg. 
4 
. Smg. 
25mg. = 
Smg. 
bist 
F 


Why flavor is important in infant nutrition 


Choice fruits and vegetables picked at 
peak of ripeness are finer flavored. When 
food tastes good, Baby thrives emotion- 
ally as well as physically. 

This is why we at Beech-Nut regard 
flavor as vitally important in infant feed- 
ing. We choose the very highest quality 
fresh fruits and vegetables, plump chick- 
ens and carefully selected lean meats. 
All are scientifically processed to retain 
their tempting flavor, attractive color 
and natural food values in high degree. 


The finer flavor and appealing va- 
riety of Beech-Nut Strained Foods will 
keep mealtimes happy for your young 
patients—help them thrive nutritionally 
and emotionally from the very start. 


A wide variety for you to recommend: 
Meat and Vegetable Soups, Vegetables, 
Fruits, Desserts, Cooked Cereal Food, 
Cooked Oatmeal, Cooked Barley, Cooked 
Corn Cereal. 


All Beech-Nut standards of pro- 


Saree duction and advertising have been 


rs 

z accepted by the Council on Foods 
and Nutrition of the American 
Medical Association. 


* 


BEECH-NUT ror sasies 


an 
| 6 | 
Pie ~ 
t 
Beech-Nu 
14 


Now Established! 


VITAMIN B, ESSENTIAL TO INFANT HEALTH 


With the addition of supplemental vitamin B,, S-M-A is 
now the first infant’s formula to supply a scientifically de- 
termined amount of essential vitamin B,. 


Wyeth multivitamin drops for 


infants now contain 2 mg. 
pyridoxine per cc. 


Supplied: Bottles of 15 and 30 
cc., with graduated droppers 


Pyridoxine Hydrochloride 
(Vitamin Bs) . . 0.40 mg. 


Philadelphia 2 Pa. 
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Supplied: 
S-M-A Liquid, cans of 13.9 oz. 
S-M-A Powder, cans of 1 Ib. 
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FITS YOUR TREATMENT TO THE CAUSE 


FECAL IRRITATION 


Dipame PERI-ANAL 


FOR: Peri-Anal Dermatitis 

CRITERIA: Inflammation centered around the anus 
from 3 to 4 cms. in diameter and frequent stools. 
CAUSE: Transitional stools in the newborn, 
diarrhea or following oral antibiotics.! 

MODE OF ACTION: Provides a skin coating with a 
competitive protein substrate, plus anti-enzymatic 
and antibacterial action in a water-repellent, 
cod-liver-oil base. 2.3 


URINE IRRITATION 


Dispane OUNTMENT 


FOR: Ammonia Dermatitis 

CRITERIA: Presence of ammonia odor and buttock 
inflammation in apposition to wet diaper. 
CAUSE: Free. ammonia liberated by urea- 
splitting organisms. 

MODE OF ACTION: Prevents ammonia formation 
in voided urine with an antibacterial in a water- 
miscible base*-5 . . . adjuvant therapy to routine 
Diaparene Rinse. impregnation of diapers.7.® 


1. Manheim, S. D., et al: “Further Observations on Anorectal Complications Following Aureomycin, Terramycin and 


Chloromycetin Therapy.” N. Y. State Jrnl. Med., 54:37-1, Jan., 1954. 


2. Curry, J. C. and Barber, F. W.: Bacteriological Proceedings, 1951, of The Society of Am. Bact., page 23. 


3. Grossman, L., St. Francis Hospital, Miami Beach, Fla., to be published. 
4. Niedelman, M. L., et al: Jrnl. Ped., 37:762, Nov., 1950. 
5. Bleier, A. H., et al: Arch. Ped., 69:445, Nov., 1952. 


6. Benson, R. A., et al: Jnl. Ped., 31:369, Oct., 1947. 
7. Ibid: Jeni. Ped., 34:49, Jan., 1949. 


® PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, NEW YORK 10, N.Y. TORONTO 10, CANADA 
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TESTOSTERONE 
A Stupy or Irs Errecr Upon ANOREXIA AND UNDERWEIGHT IN 
CHILDREN—REVIEW OF 19 CASES 


JosepH SCHWARTZMAN, M.D. 
Brooklyn. 


Nutrition is one of the most important phases in the daily ex- 
istence of humans at all times. Proper or normal nutrition’ is vital 
in keeping the body, its secretions and excretions and its physical 
and mental functions up to the optimum of efficiency. Any deviation 
from proper nutrition should be designated as malnutrition with 


the degree depending upon the extent of such alteration. 

Malnutrition is a general term and can be subdivided into three 
main categories : 

1. Overnutrition signifies overfeeding, due to any cause with 
resultant overweight and obesity. 

2. Undernutrition (nutritional deficiency) implies underfeeding, 
due to any cause with various stages of underweight and tissues 
(cellular) depletion changes as a result. 

3. Abnormal nutrition indicates unusual distribution of the nor- 
mal elements, due to various causes such as occur in Cushing's 
disease, lipodystrophy, adiposa dolorosum, gigantism, dwarfism 
and many others. 

In this paper, the undernutrition phase of malnutrition, with its 
associated anorexia, will be considered. 

Anorexia and failure to gain weight often are a common and 
synergistic combination in the same individual. In many of these 
cases, there does not appear to be any evident disturbance to 
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account for this. As a result of this status, eventually the habit 
of being satisfied with a smaller intake is established. Super- 
imposed upon this is the parents’ desire to see their child do as 
well as possible. As a result, they resort to pressure and further 
disintegrate the situation by imposing an emotional factor as well. 

In these cases, every effort must be made to detect any basic 
abnormality and correct it. This includes physical, environmental 
or emotional factors as well. 

However, in some individuals, after all the usual recommended 
methods have been tried, the situation is still irremedial. It is 
with cases of this type that this report is concerned. 

Every child reviewed in this study was deemed a poor eater 
and an inadequate weight gainer, Every effort was made to correct 
any home situations that might be prolonging or exacerbating the 
symptomatology. All known vitamins, including A, D, C, folic 
acid, the variously known B fractions plus hematinics, were tried 
for several months. After all these measures had failed, the child 
was then placed upon 25 mg. of aqueous testosterone propionate 
twice weekly for four weeks. 

Nineteen patients (7 females and 12 males) came under this 
study and a review of the results are listed in Table 1. 


TABLE 1. Effect of Testosterone Upon Underweight Children 


Initial Final 
Age Height Weight Height Weight Gain 
Patient (yrs.) Sex (inches) (pounds) (inches) (pounds) (pounds) 


10 5414 
| 5234 53 
48 481, 

53 5414 

451% 46 
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| 
78% 12 
594, 6% 
68% 5% 
| 4814 33% 
51 2 413% 42% 38% 3 
M 40% 38% 41% 43 
4 F 40% 31 413, 34 3 
3% M 39% 324% 401% 38% 
2 3% M 37% 30% 38 35% 5 i 
| 3 M 40 38 40% 41% 3% 
2 M 33 271% 3314 31 is 
1 M 30% 21 31 22% 1% 
1% M 29% 18% 30% 2214 4 
ra | F 29 1934 30% 23 3% 
7/12 F 2834 15 2934 18 3 
7/12 F 27% 18 30 21% 3% 
M 27 18 28% 21 3 
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DISCUSSION 


Nutritional deficiency may be detected by clinical or laboratory 
methods or by a combination of both. Clinical evaluation is the 
easier and least expensive since no special equipment is required. 
However, laboratory data generally are more specific and objective 
but both are complementary to each other. 

In this study, in evaluating each patient’s nutritional status, a 
complete history was the first requisite and included dietary habits, 
environmental and emotional factors, and evidence of any etiologi- 
cal basis for the condition, such as vomiting, diarrhea, or inability 
to assimilate certain foods. This was followed by a complete physi- 
cal examination for evidence of diseases or other factors which 
might affect the metabolic processes. The information gained 
from the history and physical was correlated with the laboratory 
findings which included urine, complete blood count, blood sugar 
and urea, and x-rays of the chest for pulmonary pathology and 
the bones for bone age. Special studies, including electrocardio- 
gram or other biochemical studies, were only done as indicated. 

The degree of weight loss and evidence of tissue-wasting usually 
paralleled the extent of the deficiency. Although, it was not done 
in this series, it is possible by estimation of nitrogen balance to 
secure an idea as to previous protein nutrition of the patient. With 
the administration of a diet of average protein content, a strong 
positive N balance indicates the tissue was in a state of protein 
deficiency, and a negative balance would be associated with 
excellent nutritional protein status. Likewise, various tests for 
vitamin deficiencies could have been done to determine the extent 
of each specific factor involved but again these were not considered 
as essential to the results of this study. 

It was deemed very important to correct the existing situation 
in these cases, because of the various effects' that undernutrition 
could have. Patients with nutritional deficiencies require a longer 
period for convalescence and wound healing, and the newly formed 
tissue is of poor quality. In addition, inadequate nutrition leads 
to impaired tissue and organ growth and also to increased sus- 


ceptibility to infection and decreased resistance to established 


disease. As a result of undernutrition’, organ function is also 
affected, such as the disturbance of gastrointestinal motility with 
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development of anorexia and diarrhea. There may be gross mental 
changes with disturbances in ordinary thinking, forgetfulness, lack 
of initiative, irritability and uneasiness. Nervous system lesions, 
such as neuropathies, parasthesias and nystagmus may occur. It 
may lead to reduced enzyme activity with disturbance of inter- 
mediary metabolism and could cause direct damage to the liver, 
resulting in fatty degeneration with increased vulnerability of the 
liver to various toxic agents. 

Anemia and eventually hypoproteinemia develop and in order 
to meet energy demands of the body the human machine utilizes 
its own tissues in an effort to compensate for the deficiency and, 
as a result, weight loss is noted. 

Thus the effects of undernutrition’ are manifold and may vary 
from mild to severe. The symptoms and signs of acute malnutrition 
develop rapidly and usually respond readily to therapy. However, 
chronic undernutrition progresses and usually is associated with 
a delayed response to therapy. 

In this study, the symptoms had usually persisted from two 
months in the younger infants to several years in the older children. 
In these patients, improvement in appetite was noted after two 
weeks (4 injections). At about this time, they began to eat volun- 
tarily and even asked for food—which was something very foreign 
to them. The appetite-stimulating effect continued and the weight 
and growth increased with even greater demands for food. It was 
similar to a ball rolling downhill with the momentum increasing 
with each increment of time. It appeared as though the old habit 
had been broken and a new and more desirable regime established. 

In addition, it was noted that in almost all the males the penis 
enlarged a great deal both in length and girth. This usually 
commenced after the fifth injection but receded gradually when 
therapy was dicontinued and was back to normal within three 
months. In the females, the clitoris enlarged in some and usually 
did not recede fully. The latter was usually associated with 
eruption of hair over the labia and pubic area, whereas in the male, 
hair growth was stimulated but to a lesser noticeable degree. 

In most cases, the increased appetite persisted and the weight 
remained increased. In one case (No. 14), who received the 
usual therapy plus 30 mg. of B,, with each injection, the results 
were good. However, one year later following a virus infection, 
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he again relapsed into his former condition. He (No. 13) received 
a second course of testosterone but this time without any B,, and 
his improvement was even better than during his previous illness. 
Of course, one case is not conclusive but at least it tended to 
indicate that the addition of B,, was not necessary nor indicated. 
This case and a review of the others also gave the impression that 
the greatest weight gains occurred in the older children, so that 
might explain the better result on the second occasion. 

With the increased weight came increased vitality and aggres- 
siveness, The children acted happier and ate better. The parents, 
being relieved to see this, relaxed their pressure on the youngsters 
while their own anxiety and tension were decreased. As a result 
the child felt better and freer and the feeling of security and inde- 
pendence increased with the patient becoming more cooperative. 

At this point, it would be appropriate to write a few words 
about testosterone and its administration in these cases. 

Testosterone, a hormone secreted by the interstitial cells of 
Leydig of the testes, has been designated as the “male sex hor- 
mone” because one of its specific functions is to stimulate the 
development and activity of the accessory male reproductive 
organs. The term “androgen” includes all hormones of adrenal 
cortex origin, metabolites of testosterone and testosterone which 
have similar physiologic properties as the latter. These androgens 
usually are also metabolic catalysts and are known to be powerful 
tissue building or protein anabolic substances. 

Although the importance of the testes to the body economy had 
been known to man early in our civilization, true progress in our 
knowledge of the androgens was delayed until their isolation and 
synthesis. Although Brown-Sequard? reported in 1889 the return 
of a youthful sense of well-being upon injecting himself with a 
testicular extract, it was not until 1927 that McGee’ first extracted 
a male sex hormone and others*® soon extracted it from human 
urine. This substance was called androsterone. 

Testosterone was really first extracted by Gallagher and Koch’, 
but they believed they had a purer androsterone. Soon after 
Laqueur and his co-workers*™ extracted testosterone from bull's 
testes and showed that it was a distinct hormone on its own and 
was much more powerful than androsterone. This discovery was 
soon followed by its synthesis’*™*, and, with the availability of pure 
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synthetic hormone, the evaluation of its physiologic and metabolic 


effects were facilitated and greatly hastened. 

Physiologic action of any of the androgens is manifold. Its 
chemical structure is similar to that of the hormones of the adrenal 
cortex and it exhibits some of their metabolic features. Among 
its properties is its somatotrophic and electrolytic influence”, the 


latter effect probably depending upon its effect on the renal 
tubules’. Testosterone’* in its various forms induces retention 
of nitrogen, inorganic phosphorus, sodium, sulphate, potassium, 
and sometimes chloride and calcium with resultant increase in 
mass of nongenital tissue, gain in height and weight and increased 
physical strength. When administered in conjunction with anti- 
microbal therapy", it tends to accelerate the tendency of the latter 
to increase the weight. 

It is a general growth stimulant”: **, affecting not only the 
development of the skeleton but also the development of the mus- 
culature™, the secondary sex characteristics and in fact influences 
all of the cells of the body. In general, small doses stimulate bone 
growth and have been used successfully in the treatment of retarded 
growth in adolescents. Prolonged treatment with large doses may 
depress growth in animals because they can hasten epiphyseal 
maturation* *°. Doses of 30-60 mg. of testosterone propionate per 
week will usually serve to stimulate growth. 

Some of the other effects reported have been its ability to 
increase resistance of the central nervous system to fatigue*®, On 
the genito-urinary tract’ ****, androgens improve bladder tone and 
stimulate renal tubular hypertrophy with increased ability of the 
kidney to withstand injury***. They also affect the osseous 
system by increasing bone matrix, the protein portion of the bone 
and thereby providing a suitable medium for deposition of mineral 
salts, including calcium. There is also some increase in the number 
of erythrocytes**’ and in the basal metabolic rate® 

As a result of its protein anabolic action*, it had been considered 
by some ** as of value in promoting weight gain and growth in 
premature infants. However, more recent opinions**® offered were 
not in agreement with the previous studies. 

Moreover, because of its protein anabolic effect, it has been 
found of value by some writers'® © in chronic debilitating diseases, 
such as tuberculosis, in which weight gain and euphoria were 
noted. 


3 
“4 
4 
| 
i 


SCHWARTZMAN: J estosterone 105 


Since it has also been shown" that there is a loss of nitrogen 
as well as other electrolytes during diarrheas, especially of the 
severer types, testosterone was tried as an adjuvant measure in 30 
cases of diarrhea to determine whether it would increase retention 
of electrolytes and improve the prognosis in diarrheas. However, 
it did not appear to alter the course or the prognosis to any detect- 
able degree which appeared to concur with a recent study™ in 
which testosterone had no effect on body weights of rats during 
protein depletion. 

In most of the previous studies** with older children, the main 
objective was spontaneous growth acceleration with weight gain 
as incidental. 

In this study, the principal aim was to correct anorexia and, as 
a result of this, secure weight gain primarily and growth increase 
secondarily. This effect was observed in every case with weight 
gain and general physical improvement as the dominant feature. 
In addition, there was an increased vigor, aggressiveness and self- 
confidence which accompanied the somatic improvement. 

The virilizing action of testosterone has been somewhat of an 
impediment to its full utilization in women and children, It 
increases the susceptibility to sexual excitement and causes 
increased hypertrophy and sensitivity of the clitoris and penis. It 
can also induce gynecomastia’ and its administration may be 
followed by edema, but the latter can be minimized by use of a 
salt poor diet. 

When prolonged administration is contemplated, especially in 
females, vaginal smears can be used as a check. In general, 


regressive changes in the vaginal mucesa take place before hir- 


sutism or voice changes and can serve as a warning to cease 
therapy or risk signs of masculinization. If acne becomes an 
annoying complication, it is advisable to discontinue therapy, but 
this condition was not encountered in any of the patients treated. 

The aforementioned undesirable reactions’ usually disappear 
within 3 to 4 months after cessation of therapy. Testosterone 
should not be administered to patients who have a tendency toward 
hairiness or to those with marked acne. 

Since it has been shown that testosterone can stimulate epi- 
physeal closure in animals, some physicians have been reluctant to 
utilize it in humans. However, in therapeutic doses** 4% 5% 5%, 60, 
it does not accelerate closure and therefore can be used without 
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fear of possible arrest of growth. Furthermore, the total dosage 
advocated and the duration of the treatment are within the range 
of therapeutic and not toxic effect. Moreover, upon cessation of 
therapy, most untoward effects regressed back to normal. 

The dosage advocated and utilized was 25 mg. intramuscularly 
twice a week. Testosterone propionate in oil or aqueous solution, 
preferably the latter, was utilized. When given orally, the dosage 
should be three to four times the parenteral dose, administering it 
in the form of methyl testosterone. Some have recommended 
methyl androstenediol as having similar anabolic and myotrophic 
action as the male sex hormone without any marked virilizing 
tendency, but others™ consider it a relatively weak anabolic steroid 
and feel it offers no advantage over methyl testosterone. Still 
others** have found that androstanolone, a crystalline chemical 
steroid related to testosterone, confers objective benefits similar 
to testosterone with less virilization and also appears superior™ “ 
to methyl androstenediol. More recently® %, it has been claimed 
that the action of cyclopentylpropionate ester of testosterone makes 
it superior to that of the propionate. Because of the former’s more 
persistent action, a reduction in dosage is possible so that there 
is a significant decrease in the undesirable side effects, such as 
gynecomastia in males and masculinization in females. The latter 
drugs were not tested in this study and their claims cannot be 
substantiated at present, but were they to live up to their claims, 
they could prove very valuable in treating cases of this type. 
Besides the above methods, sublingual administration can be util- 
ized in older children with the dose being one-half the amount 
required orally for methyl testosterone. 

The intramuscular method was preferred as its absorption was 
more certain and uniform and it circumvented the early phase of 
anorexia and patient resistance to anything oral. Furthermore, 
another disadvantage of oral therapy”? with methyl testosterone 
is that it has been implicated as a probable cause of jaundice 
whereas testosterone propionate has not. The abnormality ™ pro- 
duced in the liver consists of bile plugging the intercellular canali- 
culi unaccompanied by inflammatory reaction or necrosis. The 
exact pathogenesis remains obscure but some* ® believe it is due 
to some injury to the hepatic cells which disturbs the normal 
hydration of the bile. Others’ * ** ** believe that methyl testos- 
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terone administration results in increased synthesis of creatine 
and thus to defective transmethylation, whereas free testosterone 
and testosterone propionate” do not. Moreover, methyl testosterone 
is not utilized in the same manner as the free or the propionate 
forms as shown by the fact that no increase in urinary output of 
17 ketosteroids™ “ is noted. Therefore, the icterogenic effect may 
be due to an intermediate metabolic product of methyl testosterone. 
Furthermore, the fact that methyl testosterone produces marked 
creatinuria explains its aggravating effect’® upon the clinical pic- 
ture of hyperthyroidism and a similar effect®* could be expected 
from methyl androstenediol, since it also causes an increase in 
urinary creatine. On the other hand, testosterone propionate is 
helpful and decreases the hypercreatinuria which is present. With 
regard to the propionate form, it has recently been reported” that 
physiologic amounts of insulin are necessary for its protein anabolic 
function. Therefore, when being used in deficient insulin patients, 
the addition of small amounts of insulin should improve results. 
However, in this study all of the patients responded to the testos- 
terone propionate alone indicating sufficient insulin production. 


SUM MARY 


1. Nineteen cases of chronic idiopathic anorexia and under- 
weight were treated and studied. 

2. Intramuscular administration of 25 mg. of aqueous testos- 
terone propionate was given twice weekly for four weeks. 

3. Increased appetite and weight gain were noted in every case. 

4. Untoward effects, such as enlarged penis and clitoris, and 
mild hypertrichosis, were observed but receded upon cessation of 
therapy. 

5. Testosterone should not be advised for patents with tenden- 


cies toward hypertrichosis or marked acne. 


CONCLUSION 


Undernutrition can induce many adverse situations within the 


body, and therefore it is important that it be corrected. Since 
anorexia is one of the commonest symptoms associated with the 


development of undernutrition, it becomes vital to overcome it as 
soon as possible. 
There are situations in which anorexia has a definite basis and 
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is corrected by alleviating that factor. However, there are patients 
in whom the findings are not indicative of any organic basis, and 
the psychogenic basis is nihil, vague or difficult to alter. In these 
cases there is a vicious cycle with anorexia and undernutrition as 


the outstanding features. 

Thus in those anorexic patients in whom all remedial attempts 
have failed, testosterone should be utilized and favorably hailed. 
With the synthesis of newer androgen compounds, it is possible 
that in the near future the almost perfect one for this condition 
may be found, i.e., one that gives the desired results without 


stimulating any untoward and undesirable effects. Until that oc- 
curs, testosterone propionate can be utilized satisfactorily in stub- 


born cases of anorexia and underweight, with cessation of therapy 
should undesirable effects become prominent. 
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IS HUMAN POLIOMYELITIS CAUSED BY AN 
EXOGENOUS VIRUS? 


R. Scopey, M.D. 
Syracuse, N.Y. 

It is now nearly half a century since Landsteiner® * and Flexner 
and Lewis® established the basis for the virus theory of the cause 
of poliomyelitis. Since that time the virus has been isolated, puri- 
fied, classified into strains, photographed, cultured, and vaccines 
prepared with it in the experimental laboratory. However, human 
poliomyelitis remains still an enigma and many things concerning 
it cannot be explained by the exogenous virus theory. Landon‘ 
stated, in 1938, that experimental evidence points to a filtrable 
virus as the causative agent of poliomyelitis, although so far as the 
human subject is concerned the theory still is not definitely 
proved. Van Rooyen and Rhodes’, ten years later (1948), make 
the following significant remark concerning this fact: “Theories 
of the pathogenesis of human poliomyelitis have resulted largely 
from experimental work on monkeys rather than on observations 
on the patient.” A theory is valid only if it explains all facts 
without exception. 

The writer®** has emphasized repeatedly, as have others, that, 
despite the finding of a virus associated with cases of human 
poliomyelitis, the fundamental cause of this disease appears to 
be a poisonous or toxic activator and that the fundamental prob- 
lem, as far as the human disease is concerned, is one of chemistry. 
The clues are numerous, well known, and too strong to be ignored ; 
they have not been followed adequately. It is the purpose of this 
report to simplify, as much as possible, this concept of the caus 
of human poliomyelitis and to show that there may be an intimate 
relationship between virus diseases and diseases resulting from 
toxic causes. 


RELATIONSHIP BETWEEN TOXICOLOGY AND VIROLOGY 


The association of viruses with cases of poisoning is a well 
recognized fact. It is illustrated by the herpes simplex that fol- 
lows the injection of vaccines, milk, colloidal metals, ingestion 
of foodstuffs, general anaesthesia, ‘etc.* '**' and the herpes zoster 
that follows the intake or injection of arsenic, bismuth and sul- 
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fonamides, and carbon monoxide, alcohol, or phenobarbital poison- 
Ritchen and Kantor®> (1947) reported herpes zoster as 
a toxic manifestation from the administration of antimony in 
the treatment of schistosomiasis. Both herpes simplex and herpes 
zoster occur at times in association with infectious diseases which 
appears to indicate that toxins produced in the course of these 
specific diseases may be responsible. The lesions of both herpes 
simplex and herpes zoster, regardless of the primary cause, are 
histologically characterized by intranuclear inclusion bodies, and a 
virus can be isolated from the lesions. Fixation occurs between the 
sera of cases of arsenical or bismuth zoster and zoster antigen”. 

In 1900, there occurred an epidemic of arsenical poisoning in 
and around Manchester, England, involving several thousand beer 
drinkers”~**. For fully six months the etiology was not discovered 
and the patients exhibited in sequence digestive symptoms, nasal 
and pharyngeal catarrh, bronchitis, acute skin lesions, disturbances 
of sensibility, motor paralysis, pigmentation and _ keratoses. 
Reynolds*, toward the end of this period, observing an unusually 
large number of cases of herpes zoster during the epidemic and 
recalling numerous reports of this type of eruption occurring in 
association with arsenical poisoning, came to the conclusion that 
this drug must be the source of the epidemic. Investigations 
revealed that the arsenic originated from Spanish pyrites that 
war used in the making of sulfuric acid which was employed 
for the preparation of sugars used in the brewing of beer. Thus, 
the cause of a mysterious epidemic with many protean features, 
viz, gastro-intestinal, respiratory, dermatological, and nervous 
symptoms was eventually unraveled by finding the clue in a 
virus disease which was a concomitant feature. There was clearly 
a cause and effect relationship. 

In the earlier literature there appeared many reports of cases 
of poliomyelitis complicating or following the common infectious 
diseases, viz, measles, scarlet fever, influenza, smallpox, etc., 
which were interpreted as resulting from the effects of the toxins 
of the original disease on the anterior horn cells of the spinal cord. 
More recent work, which indicates a similar situation, is the polio- 
myelitis following the injection of toxic antigens, viz, pertussis 
vaccine and diphtheria toxoid. The writer already has discussed 
this form of human poliomyelitis in a previous report". 

A clue to a relationship between virus diseases and diseases 
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resulting from toxic causes appears to exist in the inclusion body. 
These bodies were considered to occur only in virus diseases and 
to be composed of numerous virus particles or elementary bodies. 
However, it is now known that inclusion bodies occur not only 
in virus diseases but also in a variety of other diseases, including 
those resulting from poisons and toxins. Although transfer ex- 
periments with experimental animals have not always been possible 


with material containing inclusion bodies, the reason why viral 
material is present in some cases and not in others has not been 
explained. 

Blackman*” (1936) found intranuclear inclusion bodies in the 
kidneys and livers of children dying from the effects of acute lead 
poisoning and lead encephalitis. He was able to produce them 
experimentally in the kidneys and livers of white rats by admin- 
istering lead carbonate in water mixed with the food that was fed 
to the animals. 

Wolff and Orton®™ (1932) found intranuclear inclusion bodies 
similar to those found in poliomyelitis in a number of conditions, 
including toxemia of pregnancy, tuberculous meningitis, chronic 
basilar meningitis, myasthenia gravis, tetanus, acute suppurative 
leptomeningitis, chronic epidemic encephalitis, meningeal fibro- 
blastoma, pernicious anemia, dissecting aneurism, chronic pul- 
monary tuberculosis, cerebral epidermoid, suppurative thrombo- 
phlebitis of uterus and pelvic veins, aneurism of the right anterior 
cerebral artery (ruptured), spongioblastoma multiforme, and pro- 
toplasmic astrocytoma. 

Hembacker and O’Leary® (1930) showed that repetitive stimu- 
lation by electricity of the axon brings about granulation of the 
chromatin and its clumping about the nucleolus. The chromatin 
mass resembled the nuclear inclusions which have been considered 
pathognomic of several virus infections. Davenport et al.** (1931) 
found that nuclear inclusions occurred with great regularity in 
extirpated ganglia in hypertonic solutions. They attributed them 
to disturbed osmotic conditions in the cells. Lee** (1933) observed 
nuclear changes following the intravenous injection of various 
solutions. These included 50 per cent sodium chloride, distilled 
water and salyrgan. Intranuclear inclusion bodies were observed 
which simulated those described by Covell® (1930) in the nerve 
cells of acute anterior poliomyelitis. 

Cox and Olitsky® (1934), in studies on the prevention of ex- 
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perimental equine encephalitis in guinea pigs by means of virus 
adsorbed on aluminum hydroxide, observed intranuclear inclusion 
bodies characteristic of encephalitis virus infections in the phagocy- 
tic mononuclear and giant cells of the induced subcutaneous 
nodules. When the chemical alone, free from the virus, was intro- 
duced under the skin of guinea pigs, similar inclusions were seen 
in the resulting foreign body reaction. Olitsky and Harford® 
(1937) were able to produce intranuclear inclusion bodies, indis- 
tinguishable from those observed in virus infections, by the injec- 
tion of aluminum compounds, ferric hydroxide and carbon. Brain 
tissue derived from apparently healthy guinea pigs produced simi- 
lar inclusion bodies when it was injected. Birch and Lucas* 
(1948) produced intranuclear inclusion bodies consistently with 
aluminum oxide injections. Van Rooyen and Rhodes® (1948) 
point out: “Histological changes similar to those seen in infective 
encephalitis may be produced by carbon monoxide poisoning, brain 
injury, arteriosclerosis, uremia, pregnancy toxemia, and toxic 
agents like alcohol and lead.” 


NATURE OF A VIRUS 


The word “virus” was originally used only in the singular and 
meant a poison. Later, with the establishment of a difference 
between poisons and infectious agents, the word “virus’’ was used 
only in connection with the latter entities. The word was eventu- 
ally applied only to those infectious agents capable of passing 
through filters that retarded ordinary bacteria. The relationship 
of poisons and viruses was not considered, but, in view of more 
recent developments, there appears to be a vast field yet to be 
explored between these two extremes. 

Following the discovery of a virus in association with cases of 
human poliomyelitis, it was generally accepted, at least as a 
working hypothesis, that this virus is a small exogenous organism. 
This hypothesis led to attempts to establish a portal of entry, 
mechanism of dissemination within the body, and communicability 
in order to confirm this concept. However, these facts have not 
been conclusively established after nearly half a century of re- 
search. It is now known that the most intimate contacts—such as 
healthy and sick individuals in one bed, the attendance of physi- 
cians and nurses upon the sick, the use of unclean linen, clothes, 
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or beds, unsanitary conditions, insects and animals, post-mortem 
examinations of poliomyelitis victims, and other factors—have 
in no wise contributed to the spread of the disease. Yet, the 
original concept, i.e., that the poliomyelitis virus is an exogenous 
organism is so deep-rooted in the minds of many physicians, as 
well as the public, that ineffective and obsolete measures to control 
human poliomyelitis continue to be employed. 

The conspicuous achievements of Dr. Wendell M. Stanley®, 
a chemist, show clearly how unlimited research can bring about 
remarkable scientific advances, whereas the general acceptance of 
and adherence to a theory can cause retardation. Stanley reported, 
in 1935, that the tobacco mosaic virus, which had been considered 
to be a small organism, is a crystalline protein of high molecular 
weight. Rivers (1941), a bacteriologist, described Stanley’s work 
as follows: “While a few investigators had stated that a chemical 
agent instead of a microorganism is responsible for tobacco mosaic, 
Stanley was the first to bring a respectable amount of proof that 
infectious diseases are not of necessity caused only by microorgan- 
isms. Stanley’s findings, which have been confirmed, are extremely 
important because they have induced a number of investigators 
in the field of infectious diseases to forsake old ruts and seek new 
roads to adventure. As much as bacteriologists hate to admit it, 
Stanley’s proof that tobacco mosaic virus is a chemical agent 
instead of a microorganism is certainly very impressive. More- 
over, every one admits that the agent of tobacco mosaic is trans- 
missible indefinitely in series from plant to plant, a fact beyond 
dispute, indicating abundant multiplication or reproduction of the 
virus. Inasmuch as reproducton is usually considered an attribute 
of life, great confusion and consternation has been caused. In 
fact, the results of Stanley’s work had the effect of demolishing 
bombshells on the fortress which Koch and his followers so care- 
fully built to protect the idea that all infectious maladies are 
caused by living organisms or their toxins. In addition, his find- 
ings exasperate biologists who hold that multiplication or repro- 
duction is an attribute only of life.” 

It was thought, long before Stanley’s discovery was reported, 
that viruses are the product of tissue cells which have suffered 
the action of some deleterious influence, this new product in turn 
being capable of engendering the same change in other cells. Stan- 
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ley” emphasized in 1939, that the all important and fundamental 
problem of virus activity is one of chemical structure, and that it 
is a straightforward problem of structural chemistry. 

Rivers® (1932) had stated seven years earlier, before Stanley’s 
amazing discovery: ““The confused state of our knowledge of the 
viruses at the present time makes it exceedingly difficult to define 
the nature of these active agents. The easiest way out of the 
dilemma, however, would be the acceptance of the presumptive 
evidence that viruses are minute microorganisms. Yet, the easiest 
way and the one that best fits the experience of the day might 
not be the right one.” Subsequent developments showed that this 
presumptive evidence was untenable. 

Stanley’s work showed that the tobacco mosaic virus could not 
only be crystallized but the virus activity is a specific property of 
the nucleoprotein of which it is composed. Many strains of the 
mosaic virus have been isolated and these consist of closely related 
nucleoproteins. All viruses thus far purified have been found to 
contain or to consist of nucleoprotein and this fact has led some 
workers to consider it possible that viruses may be derived from 
genes or nuclear material. Since Stanley’s discovery, many work- 
ers believe that the particles of certain viruses are protein macro- 
molecules that may multiply in their hosts by a process of auto- 
catalysis. 

The concept that is now generally accepted to explain herpes 
manifestations is that sometime during the life of an individual the 
herpes viruses enter the human body and remain latent until some 
factor or factors activate them. The evidence to support this view, 
however, is still necessarily indirect and it is largely derived from 
seriological studies. On the other hand, there is much to support 
the concept presented by Doerr®, a Swiss bacteriologist, in 1938. 
He considered the herpes virus to be endogenous in origin pro- 
duced within the cells by certain physiological stimuli. Once the 
agent has been produced it will act on the cells of susceptible ani- 
mals of different species as a true virus exciting in them, when 
appropriately injected, the production of an antiserum specifically 
antagonizing the virus of herpes infection. According to this view, 
the virus is primarily a derivative of the physiologically modified 
cells. Jenner** (1804) speaks about the herpetic fluid as one of 
the morbid poisons which the body is capable of generating and 
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when generated it may be perpetuated by contact. In a letter 
dated October 25, 1804, he says: “Children who feed on trash at 
this season of the year are apt to get distended bellies and on them 
it often appears about the lips.” 

Reports of experimental work have appeared, leading to claims 
that normal cells have been induced to manufacture certain viruses. 
Carrel® (1926) was able to produce tumors resembling Rous’ 
sarcoma and transmissible by cell-free filtrates with indol, arsenic, 
or tar in chicken embryo. Carrel’s observations have been con- 
firmed by other workers. Fischer*’ (1926), by treating cultures 


CHART 2 
THB MECHANISH OF PRODUCTION OF HUMAN POLIOMYELITIS VERSUS EXPERI“ENTAL ANIMAL POLIOMYELITIS 
HUNAN POLIOYSLITIS 
ACTIVATOR PRECIPITATOR BIOCHEMICAL PACTORS 
FATIGUE GENETIC agents 
POISON CHILLED ENZNIES 
TRAUMA HORMONE: 
HEAT and HUMIDITY 
OPERATIVE PROCEDURES 
PREG NATCY 
REIATIONSHIPS 


EXPERIMENTAL ANIMAL POLIOMYELITIS 
VIRUS —ISTRAINS—PTRANSFER EXPERI!ENT —P PURIPICATICN —PCULTURE——> PREVENTIVE AJENTS 


of normal cells. with arsenic obtained on one occasion a filtrable 
virus capable of causing tumors. Copisarow” (1939) says: “The 
predominance of infection over spontaneity cannot remain indefi- 
nitely a stereotyped assumption and tends to swing pendulum-like 
(at least in the domain of viruses) back to synthetic inception, 
with an intermediate position as an ultimate restpoint.” 

There is much evidence to indicate that the poliomyelitis virus 
is synthesized or activated within the human body instead of enter- 
ing it as commonly assumed. Each poliomyelitis victim evidently 
develops, as a result of an exogenous factor, an autogenous infec- 
tious agent which is not transmissible under natural conditions 
to other human beings. [lowever, when this infectious agent is 
concentrated it can be inoculated into experimental animals to 
produce experimental animal poliomyelitis. Thus, there is a 
chain of chemical reactions from the time that a human is exposed 
to a poison or toxin until a virus is synthesized or activated. The 
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experimental disease, on the other hand, using the product (virus) 
resulting from the poison activator, is purely a virus infection. 
The failure to demonstrate in the prevention and treatment of 
natural human poliomyelitis the efficacy of blood serum, the vac- 
cines of Kolmer and Brodie, zinc sulfate nasal sprays, the sulfa 
drug, darvisul (phenosulfazole), and gamma globulin, although 
their value was proven conclusively in experimental animal polio- 
myelitis, appears to indicate clearly an entirely different mechanism 
in the natural human disease in contrast to the artificial disease 
in experimental animals. These facts are represented in Chart 1. 


POISON AND TOXIC ACTIVATING FACTORS 


There are potential poisonous and toxic activating factors pres- 
ent in food and water during epidemics of poliomyelitis that can 
account for much that has been thus far unexplainable by the 
exogenous virus theory. Fruits, vegetables, milk and water have 
been mentioned many times in relation to the cause of human 
poliomyelitis by medical writers, and they are suspected frequently 
by the laity. Specific instances of an etiological relationship be- 
tween fruits, vegetables, milk and water and human poliomyelitis 
have been reported infrequently, however, because of the fact 
that epidemiological studies are limited almost exclusively to pos- 
sible person to person contacts and carriers of an exogenous virus. 
Sabin* (1951), although insisting on the exogenoys virus etiology 
of human poliomyelitis, implicates food and drink as important fac- 
tors in the cause of the disease. However, little attention has been 
given to the kind or the source of the food or drink used by 
poliomyelitis patients prior to or during epidemics of this disease, 
even in the search for an exogenous virus. 

Dr. H. C. Emerson* (1907), Massachusetts State Inspector of 
Health, District 14, investigating an epidemic of poliomyelitis in 
that state, made careful inquiries regarding the food that had been 
eaten by the patients. He found in six cases that fruit and berries 
had been a large item of the diet. In the case of two infants, ba- 
nanas and berries had been given in the diet in addition to breast 
milk. In three cases of poliomyelitis, the illness was attributed 
to the eating of large amounts of blackberries and blueberries. 
In one case the illness was credited to eating heartily of English 
mulberries. In 39 instances it was stated that food supplies were 
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bought from fruit and vegetable peddlers in their localities. 
Draper® (1935) recorded a series of cases of poliomyelitis which 
he considered to have originated from the fruit purchased from 
a Greek fruit dealer. Barber*®' (1939) reported four cases of polio- 
myelitis that developed simultaneously on the same day from the 
eating of strawberries in a single house of an English boarding 
school. Barber points out that the simultaneous onset of these 
cases resembled food poisoning. Goldstein et al.** (1946) reported 
an epidemic of polioencephalitis at a naval training school among 
cadets. The epidemic was explosive in character and involved over 
100 persons. Epidemiological evidence suggested that some food 
served in the mess hall was the cause of the disease. 

Gebhardt and McKay (1946) investigated an epidemic of 
poliomyelitis in Utah in 1946. The only food in common in all 
cases in the survey were fresh fruits and vegetables. The writers 
point out that the peach, pear, apple and tomato production peaks 
closely parallel peaks of epidemics of poliomyelitis and that when 
several cases of this disease occur in a family at about the same 
time, it can be explained by a common food source. The authors 
state that their data appears to fit into the jigsaw puzzle of epi- 
demic poliomyletitis. 

Lepine et al.** (1952) point out that during the occupation 
of France by the Germans, adults, and even young children, ate 
large amounts of salads, as no other food was easily available, and 
the incidence of poliomyelitis was about twice as great as usual. 
Raw milk and even butter may be the cause of some cases of polio- 
myelitis, they state. Investigations in France, they point out, 
favor the digestive origin of poliomyelitis and the cases in the 
region of Paris are best explained by the ingestion of foods, such 
as green vegetation. 

Wickman® (1913) first suggested milk in connection with an 
outbreak of poliomyelitis. In the parish of Ukla a case appeared 
on October 6, 1905. The father of the patient had a dairy farm. 
Another son and four other children of the neighborhood were 
stricken with the disease on October 20. Altogether six families 
were attacked, and ten cases occurred ; all were supplied with milk 
by the father of the initial case. 

Dingman® (1916) reported a small outbreak of poliomyelitis in 
an institution which resulted from the use of milk from a common 
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source. The cases occurred in three different and widely separated 
Jewish boarding homes at Spring Valley, N.Y. The house mothers 
of these homes were quite positive, even before the diagnosis of 
poliomyelitis was made, that the milk was the cause. The eight 
cases of the disease were the only ones which had developed in 
or about Spring Valley up to that time and for some weeks after. 

Knapp et al.’ (1926) reported an outbreak in December of ten 
cases of poliomyelitis in Cortland, N.Y. which was traced to the 
milk supplied by one dealer. The epidemic started abruptly and 
ceased with the discontinuance of the milk. 

Aycock®* (1927) reported a poliomyelitis epidemic of unusual 
severity caused by milk in Broadstairs, England, in October 1926. 
The outbreak started and subsided suddenly, 62 cases being re- 
ported between October 14 and 29; 31 of these appeared on 
October 14 and the five days following. Multiple cases occurred 
in private boarding schools having little communication with the 
town or with each other. Four visitors, who had left Broad- 
stairs just prior to the epidemic, developed the disease at the 
height of the epidemic in Broadstairs in widely separated places 
practically simultaneously with each other and with the majority 
of the cases in Broadstairs. Investigation disclosed that practically 
all the cases of poliomyelitis in this epidemic were supplied with 
milk from the same dealer and from a single farm. 

H. Davide*® (1928) reported a small outbreak of poliomyelitis in 
North Sweden caused by milk. 

Rosenow”™ (1932) described an outbreak of poliomyelitis trace- 
able to milk and cream in a midwestern college. Most of the stu- 
dents roomed in the six dormitories on the campus; a few lived 
in town near the campus. All ate their meals in large dining rooms 
in three of the dormitories. The epidemic occurred abruptly in the 
late autumn. There were eight frank and several abortive cases 
which developed within a period of six days. The epidemic dis- 
appeared as suddenly as it appeared after the discontinuation of 
the milk and cream. The milk and cream supplied by the college 
dairy was served at only one of the dining rooms for women 
from which two cases of poliomyelitis developed and at the dining 
room for men from which six cases developed. Numerous students 
eating in these particular dining rooms had symptoms that com- 
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monly occur during the early stages of poliomyelitis, chiefly gastro- 
intestinal and nervous system manifestations. 

Rosenow et al.’ (1933) described an epidemic of poliomyelitis 
at White Bear Lake, Minnesota, which was caused by milk. The 
incidence of multiple cases in family groups was unusually high. 
The epidemic occurred late in the autumn in several explosive out- 
breaks during and immediately after spells of warm weather. 

Kling® (1928) supported the theory that poliomyelitis could 
be spread by means of water supplies. He observed that the dis- 
ease first broke out near the water supply in the hills, cases occur- 
ring successively as the stream descended. Gard®™ (1938) stressed 
the importance of increased rainfall and mentioned a laborer who 
was alleged to have contracted poliomyelitis a few days after 
drinking water from a ditch. Paul and Trask"' (1941) found, 
during an epidemic of poliomyelitis, that the distribution of cases 
followed a water course. Casey® (1945) incriminated the water 
supplies for sporadic cases occurring in a small parish in Alabama, 
in one village out of numerous areas involved. They point out 
that a connection between water and epidemic poliomyelitis can- 
not be disregarded. McFarland et al.*° (1946) described an epi- 
demic of poliomyelitis, explosive in character, which began in 
Mauritius, in February, and terminated in April. Three cyclones 
hit the island, one before and two during the epidemic period, and 
rainfall was less than average. Flour and vegetables were the 
staple diet because of the war. There was an increasing prevalence 
of intestinal complaints when the poliomyelitis epidemic began. In 
fact, there was an explosive rise in them in the second half of 


February. In one village, Triolot, an explosive epidemic of polio- 
myelitis appeared to have been caused by the eating of ices. 
In order to understand the relationship of fruits, vegetables, 


milk and water to poliomyelitis, we must realize that under certain 
conditions they may contain poisons or toxins which can constitute 
activating factors. During droughts, for example, the incidence 
of poliomyelitis is usually very much increased. It is this lack of 
water from rainfall, which is necessary for the proper growth and 
maturity of vegetation, that causes the development of toxic prod- 
ucts in fruits and vegetables. They are to be found in greater 
concentration in unripened than in ripened fruits and vegetables 
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and under conditions of drought, fertilization by chemicals and 
other factors. Plants in an unhealthy condition, whether this is 
brought about by matinutrition, improper transpiration, insect at- 
tack or other causes, usually contain more toxic products than 
healthy ones. Toxic products, likewise, are to be found in spoiled 
foods during the warmer months. 

Cows, deprived of their normal forage during droughts, are 
forced to overgraze and will at times eat deep-rooted poisonous 
weeds and other toxic plants, thus transmitting the poisonous 
principle into the milk and milk products. Milk may contain not 
only the toxins from weeds and plants that are transmitted by the 
cow but toxins may develop also in the milk after it is procured 
as a result of bacterial activity and chemical changes. Another 
factor to be considered during droughts and epidemics of polio- 
myelitis is that many wells dry up; others, that are productive, may 
contain toxic organic matter. Larger bodies of water supply are 
also affected by drought and may also contain toxic organic matter. 
The insect menace to crops, etc. during the warm months of the 
year is controlled by poisonous insecticides which is also a factor 
of importance to be taken into consideration during epidemics of 
poliomyelitis. In agriculture alone 232 million pounds of insecti- 
cides were used in the United States in 1951, and 252 million 
pounds in 1952. The increase in poliomyelitis during recent 
years runs parallel with the increasing use of insecticides which 
may be more than a coincidence. Lille et al. ® showed that one 
insecticide, DDT, may produce degeneration of the anterior horn 
cells of the spinal cord of animals. 

Although epidemics of poliomyelitis occur notably during 
droughts, some have appeared when rainfall is excessive. In either 
case, the normal growth of vegetation is interfered with and toxic 
products may develop in fruits and vegetables. Excessive amounts 
of water in the soil interfere with biological processes and limit the 
amount of oxygen. It is not to be overlooked that a greatly dimin- 
ished amount of snow during the winter months really constitutes 
a drought and under such conditions the proper growth of vege- 
tation may subsequently be adversely affected. This lack of water 
cannot always be compensated for by large amounts of rain later 
in the year. Further, much decayed toxic organic matter can be 
carried into the soil and subsequently contaminate wells when the 
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rainfall is excessive; surface water containing toxic material may 
be carried into larger bodies of water under such conditions. 

The seasonal incidence of epidemics of poliomyelitis has always 
been one of the puzzling features of the disease. Epidemics are 
reported chiefly in the temperate zones. Toomey and August” 
(1933) collected data that indicates that the incidence of polio- 
myelitis is highest in those countries in the temperate zones that 
raise the same types of agricultural products. In the Northern 
hemisphere, poliomyelitis occurs mainly in the summer and au- 
tumn whereas in the Southern hemisphere, it occurs in the first 
four months of the year. These facts correspond with the growth 
season and harvest of perishable fruits and vegetables in these dif- 
ferent parts of the world. In the United States, poliomyelitis ap- 
pears about a month earlier in the Southern states than in the 
northern. The incidence of poliomyelitis in this country likewise 
corresponds with the growth and harvest seasons. The cessation 
of epidemics of poliomyelitis with the onset of cold weather is 
explained by the cessation of growth and harvest of vegetation. 
It is common knowledge, even among the laity, that with the 
onset of cold weather poliomyelitis epidemics subside and finally 


disappear, 
(To be concluded in May issue) 


CRYOTHERAPY IN AcNE. (Semaine Des Hopitaux De Paris. 
29: 3373, Oct. 30, 1953). Cryotherapy for the treatment of acne 
as first described by Giraudeau in 1929 consists of massaging the 
affected portion of the body with a mixture of carbon dioxide snow, 
acetone, and sulfur. The authors feel that this method should not 
be discarded, since it has proved its worth in the treatment of 
acne that is not amenable to iodized, sulfurized, or salicylized and 
resorcinized lotions and can be used without interrupting the pa- 
tient’s activity. It is particularly successful in curing papulopustular 
acne of young persons with fatty skin. It can be used in conjunc- 
tion with ultraviolet irradiation and trichloroacetic acid to obtain a 
rather forceful simple desquamation or a true exfoliation that gen- 


erally permits the patient to continue his normal routine. 
—J.AM.A. 
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PEDIATRICS AT THE TURN OF THE 
CENTURY 


The Archives is pleased to present a series of short sketches by Dr. John 
Zahorsky. The various subjects are discussed largely from the clinical angle 
and their presentation reflects a lifetime of observation of the infant and 
child. It is believed that to-day’s readers will find these articles by an 
eminent pioneer in pediatrics refreshing, informative and thought-provoking. 


—Enprror’s Nore. 
ROSEOLA INFANTUM 
Joun ZAHORSKY 


In the year 1905 I was called to see a sick baby who had a high 
fever. The parents were educated well-to-do people and naturally 
I wanted to make a good impression. The examination was careful 
and thorough, but I had to admit that the cause of the fever was 
obscure. I saw the baby again the next day and the same symptoms 
persisted with no possible explanation. As the infant was still sick 
on the third day, a consultation was held with Dr. Saunders. Really, 
I was pleased to have the eminent teacher and my preceptor assist 
in the diagnosis. 

Dr. Saunders, after a hurried examination, decided that the fever 
was caused by teething, took out a gum lance from his pocket and 
cut the gums over the two upper central incisors. The following 
day the fever was gone and the baby seemed perfectly well. Natu- 
rally, this experience was humiliating—a trained pediatrician who 
could not diagnose “teething fever”! The truth was that I had 
discarded that medical concept—teething fever—completely after 
studying the subject in the newer textbooks. How could a child 
get a fever from the physiologic process of dentition ? 

On the fourth day the mother phoned me that the baby had a 
rash. I called again and, sure enough, a measles-like rash was 
found on the chest, back and abdomen. The importance of this 
was dismissed. The baby remained perfectly well and the rash dis 
appeared in another day. 

The incident, however, remained steadfastly in my mind among 
the signs and symptoms of diseases. Here they were—a baby, a 
high fever lasting nearly four days, a sudden drop in the tempera- 
ture on the appearance of an eruption. 

Watching for similar cases, in another year I collected half a 
dozen ; all exhibited the same syndrome. In 1910, after a thorough 
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study of the literature, I ventured to publish my first paper on 
the subject. (Roseola Infantilis. J]. A. M. A., 61: 1446, 1913). 
Meanwhile, I had described the affection to the members of the 
St. Louis Pediatric Society. 

A few years later, having observed thirty such cases, I read a 
paper before the Pediatric Section of the American Medical Asso- 
ciation. The pediatricians present, with one exception, received 
the report skeptically: “There is no such disease,” “He described 
German measles.” “Very fanciful paper.” 

The paper, however, was not rejected by the section and was 
published as a part of the proceedings. There it was apparently 
buried. 

Now, I have two St. Louis friends come to my rescue: Dr. T. C. 
Hempelmann and Dr. Borden Veeder, who had a similiar experi- 
ence. Moreover, they had made some blood studies which revealed 
a marked diminution in the white corpuscles. Their paper was 
read before the American Pediatric Society and was well received. 
Before this meeting, Dr. Levy of Detroit had also described the 
peculiar clinical picture. 

Following these papers, reports began to accumulate from every 
state in the Union. Reports also emanated from foreign countries, 
Switzerland, Germany, France, etc. Most of these gave me credit 
for my important discovery—another common disease among in- 
fants, which, while not fatal, had the most puzzling diagnostic mani 
festations. 

Unfortunately, Drs. Veeder and Hempelmann did not like the 
name which I applied—“The Rose Rash of Infants” or Roseola 
Infantum. They proposed the technical name, exanthem subitum. 
This has caused considerable confusion in the medical literature ! 

This exanthem is now accepted all over the world by pediatri- 
cians as a clinical entity. The leukopenia is not always present 
and is not marked until the third day of the fever. Moreover, both 
rubeola and rubella produce a diminution of the leukocytes, there- 
fore the diagnosis depends almost entirely on the general and 
local symptoms. An extensive description of Roseola is found in 
Brennemann’s Practice of Pediatrics. 

Let me add that some recent studies have decisively placed 
this exanthem among infections caused by a virus, for the disease 
has been transferred from one baby to another by a few drops of 
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blood injected intravenously, but could not be cultivated on the 
usual media. 

A critical survey of the literature on roseola infantum was pub- 
lished in three articles, the last of which is hereby transcribed 
somewhat condensed. (Arcu. Peptat., 64: 579-583, Nov. 1947). 

“There seems to be an increasing tendency to name the disease 
roseola infantum and not exanthema subitum. Many practitioners 
have adopted that mothers be taught to accept the name ‘rose 
rash’ instead of the technical term. * * * Certainly, even if we 
approve the term—exanthema subitum, it would be awkward to 
suggest to parents that the baby is suffering ‘subitum.’ * * * A 
common disease needs a common name, 

“Many reports on the incidence of this disease have been pub- 
lished during the last decade. Gradually physicians have become 
conscious of the fact that babies are susceptible to an eruptive 
disease that is obscure in origin but has a great clinical significance, 
since it is the most frequent eruptive fever in infancy. 

“The disease is universally regarded as a clinical entity and the 
dissenters are generally silenced. The disease is not a variant of 
influenza nor a peculiar manifestation of allergy. (The disease has 
been transmitted by the intravenous injection of a small quantity 
of blood from a sick infant to a healthy infant.) 

“The furious onset of roseola in so many cases has served to 
impress the practitioners with the importance of recognizing the 
disease early. For the parents, it is shocking to witness one or 
more convulsions in their baby and realize that the physician is 
perplexed. The patient is rushed to the hospital, a spinal tap is 
done, blood studies are inaugurated and the infant suffers the 
psychical distresses of hospitalism., Yet all this could be prevented 
if an early diagnosis were possible. 

“The only resource we have is frequent blood studies and 
these are not immediately diagnostic. Jennings, however, gave us 
a sign which may have a distinct diagnostic value. The finding of 
pea-sized posterior occipital glands, without apparent cause, in 
the scalp of an infant with high fever who did not look com- 
mensurately ill led me to suspect this syndrome in 80 per cent 
of the cases prior to the eruption. 

“The knowledge that leukopenia is developing in most cases is 
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helpful, but the published blood studies emphasize the lympocytosis. 
As a matter of fact, there is little or no increase in the lymphocytes 
and monouclear leukocytes until the end of the febrile period. What 
is characteristic is the daily reduction of the polymorphonuclear 
cells. Let us get the habit of paying attention to the neutrophiles. 
The disease has a strong tendency to destroy the polymorpho- 
nuclear cells. It is a temporary agranulocytosis which at times is 
terrifying. Rosenbloom has given us some figures: on the first 
day of the fever the total leukocyte count appears nearly normal, 
and there is no increase in the stabs. Then the neutrophiles begin 
to drop conjointly with the young forms. The lymphocytes are 
about normal. On the third or fourth day the neutrophiles become 
reduced—often to one-quarter of normal—and consequently the 
total number reveals a marked leukopenia. The lymphocytosis 
is only apparent. Let us, therefore, emphasize the neutropenia and 
not the misleading term lymphocytosis. The lymphocytes are not 
actually increased, rather diminished, but relatively increased due 
to the reduction of the neutrophiles. Unfortunately, blood exami- 
nations before the third day are rarely diagnostic. * * * 

“We are thankful for the observation of Dickey who clearly 
showed that the rash is not infrequently delayed one or two days, 
a fact which my experience corroborates. * * * 

“The eruption may not appear at all. Many physicians have 
pointed out that infants may have a febrile movement with a 
leukopenia and no rash follows. We ought to accept the working 
hypothesis that a roseola sine eruptione is a common malady and 
may explain many of the puzzling febricula of infants. 

“There is some difference of opinion as to the structure of the 
skin lesions. We have regarded the lesions as macular, each lesion 
being 2 to 4 mm. in diameter. The individual lesions may be 
slightly elevated but not as much as in measles. * * * There are 
cases, however, in which the lesions are maculopapular and the 
center of the macule is elevated to a point. No one seems to have 
stressed the phenomenon which I regard as characteristic, namely, 
that a narrow, pale areola surrounds many but not all of the lesions. 

“When the eruption is sparse, this areola strengthens the diag- 


nous, * 
“In a study of eighty cases of roseola infantum, H. H. Clemens 
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(J. Pediat., 26:66, 1945) found an enathem on the palate in 
eighty-seven per cent of the patients, preceding the crisis for one 
or two days. * * * 

“It is interesting to note that a congestion of the ear drums 
was discovered in ninety-two per cent of all cases, which empha- 
sizes that the diagnosis of acute otitis media is so frequently made 
before the rash appears, * * * ” 


ERRATA AND ADDENDA 


In the January 1954 issue, Vol. 71, No. 1, on page 23, line 35: 
“Within a few minutes after exposure, the bulging, pulseless, gray, 
sickly-looking brain changes to a healthy pink color with lively 
pulsating vessels brought fully into view” should be transferred to 
line 16 of the same page. Also on page 23, beginning with line 35, 
add: “From 1922 to 1954, there were over 15,000 diagnostic spinal 
punctures performed in the newborn, with similar findings, propor- 
tionate therapeutic spinal taps where indicated, resulting in im- 
proved cerebral palsy prophylaxis.” On page 24, “Pathology,” line 
12 should read: “The mongoloid children showed very little differ- 
ence in their bitemporal and biparietal head diameter measurements 
comparable to the normal, but their anteroposterior skull diameter 
showed a shortening of 1% to 3% cm.” 
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DEPARTMENT OF ABSTRACTS 


De Nicora, R.: PATHOGNOMONIC ABDOMINAL SIGN FOR 
MEcKEL’s Diverticu itis. (Journal American Medical Associa- 
tion, 154:1083, March 27, 1954). 

A four-month-old boy was admitted to the hospital with high 
fever, abdominal distention and cyanosis. He was well until three 
days prior to admission when he became anorexic and irritable. The 
first evening of his illness he was “colicky,” which seemed to be 
relieved by a copious bowel movement. The crying and irritability 
became worse and he was finally admitted to the hospital with 
grunting respirations. There had been no rash, diarrhea, chills, 
cough, hematuria or rectal bleeding. The infant was desperately ill 
as noted by the respiratory distress, cyanosis and marked abdominal 
distention. Temperature 103.4° F.; pulse 140; respiration 40. 
Abdominal examination showed a peculiar cherry-red cellulitis in- 
volving the umbilicus and its surrounding circumference for about 
2 cm. This was in striking contrast to the pallor and cyanosis of 
the rest of the distended abdomen. The umbilicus had been com- 
pletely normal until about eight hours prior to admission, when 
mild periumbilical redness had commenced. At surgery, a markedly 
inflamed Meckel’s diverticulum was found. The distal end was 
blunt but was connected to the umbilicus by a stout fibrous cord. 
There was a large perforation in the midportion of the diverticu- 
lum. Following indicated surgery the infant made a good recovery, 
A. Brescia, M.D. 


Beckett, R. S. AND FLynn, F. J.: ToxopLasmosts. Report of 
Two Cases, with a Classification and with a Demonstration of the 
Organisms in the Human Placenta. (New England Journal of 
Medicine, 249:345, Aug. 27, 1953). 

The authors report on two new cases of congenital toxoplas- 
mosis, one of which closely resembled erythroblstosis fetalis. The 
authors suggest the following classification: Type 1, asymptomatic 
infection; Type 2, mild grippe-like infection (chiefly serologic 
evidence) ; Type 3, infection simulating infectious mononucleosis 
(chiefly serologic evidence) ; Type 4, toxoplasmic choroioretinitis ; 
Type 5, adult symptomatic infection resembling typhus fever, 
meningoencephalitis or diffuse collagen disease; and Type 6, con- 
genital infection with signs of either erythroblastosis or Central 
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nervous system damage predominating. The latter is the com- 
moner type and is characterized by fever, vomiting, convulsions, 
progressive hydrocephalus, chorioretinitis and cerebral calcifica- 
tion. MicHaet A, Brescra, M.D. 


SARROUY, GILLOT AND SENDRA: THE PROGNOSIS OF TUBERCU- 
LOUS MENINGITIS DEPENDING UPON THE TREATMENT. (Algérie 
Médicale, 57 :621, July 1953). 

The authors report on a total of 107 cases of tuberculous men- 
ingitis with 32 (30 per cent) cures. Seven cases were treated with 
streptomycin subcutaneously only with 1 (14.3 per cent) recovery. 
Thirty-nine were treated with streptomycin subcutaneously and 
intrathecally with 6 (15.4 per cent) cures. Another 37 were given 
streptomycin subcutaneously and IT in addition to P.A.S. with 
13 (35.9 per cent) cures. Thirteen were given the streptomycin 
and P.A.S. as the previous 37 cases in addition to a sulfone with 
7 (53.8 per cent) cures. Finally, another 11 were treated as 
the previous 13 except that a isonicotinic acid derivative was used 
in place of the sulfone with 5 (45.5 per cent) recoveries. The 
authors suggest the following scheme of treatment: (1) Dihydro- 
streptomycin 10 mg. per Kg. (not to exceed 1 gram a day) daily 
for at least a year. Of 32 cures so treated there were only 2 cases 
of deafness. (2) Streptomycin sulphate 2 to 4 mg. daily intra- 
thecally for 45 days. (3) P.A.S., 0.5 gm. per Kg. daily. (4) 
Isonicotinic acid derivative 6 to 8 mg. per Kg. 

MicwHaet A. Brescra, M.D. 


McVay, L. V. AND Sprunt, D. H.: AUREOMYCIN IN THE 
PROPHYLAXIS OF RHEUMATIC FEvER. (New England Journal 
of Medicine, 249:387, Sept. 3, 1953). 

Aureomycin appears to be an effective prophylactic agent in 
rheumatic fever. This antibiotic may be less dangerous for pro- 
longed use than either sulfadiazine or penicillin. Extensive studies 
revealed no evidence of the development of significant resistance 
by Group A beta-hemolytic streptococci to prolonged aureomycin 
therapy. Aureomycin was given twice a day, 250 mg. 30 min. 
to one hour before breakfast and 2 hours after the evening meal. 

Micwaet A. Brescia, M.D. 
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DESITIN OINTMENT achieved “signifi- 
cant amelioration” or practically 
normal skin in 96%4% of infants 
and children suffering intense 
edema, excoriation, blistering, 
maceration, fissuring, ete. of con- 
tact dermatitis. This and other re- 
cent studies recommend Desitin 
Ointment as “safe, harmless, sooth- 
ing, relatively antibacterial”...... 
protective, drying and healing.** 


samples and reprint! available from 


DESITIN CHEMICAL COMPANY 


70 Ship Street @ Providence 2, R. |. 


new 3 year study’ shows 


“beneficial effect” of 


DESITIN 


OINTMENT 


the pioneer external cod liver oll therapy 


in extensive dermatitis, diaper 
rash, severe intertrigo, 
chafing, irritation (due to 
diarrhea, urine, soaked diapers, etc.) 


Desitin Ointment is a 
non-irritant, non-sensitizing 
blend of high grade, crude 
Norwegian cod liver oil (with 
its high potency vitamins A and 
D, to benefit local metabolism,! 
and unsaturated fatty acids in 
proper ratio for maximum 
efficacy), zinc oxide, talcum, 
petrolatum, and lanolin. Does 
not liquefy at body temperature 
and is not decomposed or 
washed away by secretions, 
exudate, urine or excrements. 
Dressings easily applied and 
painlessly removed. Tubes of 
1 o2., 2 oz., 4 02.; jars. 


2. Heime I, H. G., and Kramer, B.: Archives 
Pediatrics 1951. 


3. Beh H. T., Combes, F. C., Bobroff, A., and Leviticus, 
R: ind. Med. Surgergy. 1949. 
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- The sick child responds promptly to Terramycin and is 
back at play and school in record time. khee 
Excellent toleration and easy administration % 
make Terramycin an agent of choice among 
pediatricians and their colleagues. The broad 
spectrum of Terramycin’s effectiveness is 
known by years of experience to include 
infections due to gram-negative and gram- 
positive bacteria, spirochetes, rickettsiae, 
pr eferred certain large viruses and protozoa. 


pediatric 
thera 


Raspberry-flavored, non-alcoholic TeERRAMYCIN 
Orat Susrension and Terramycin Peptatric Drors 
taste like candy and are accepted readily écodlaad toleration 
by children. In addition, Terramycin is supplied 


in a wide variety of other oral, as well as topical rapid pion 
and parenteral forms for individualized therapy. — wide distribution 


prompt response 
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